Psychiatric comorbidity is extremely common in bipolar disorder (BD). More than half of BD patients have an additional diagnosis, one of the most difficult to manage being obsessivecompulsive disorder (OCD).
lessness. She was admitted to the inpatient service and treated with fluoxetine 40 mg/day; obsessive-compulsive and affective symptoms were well controlled and satisfactory quality of life was regained.
After three months on fluoxetine 40 mg/day, she developed a manic episode. Her therapy was modified to lithium carbonate 900 mg/day (serum level achieved, 0.8-0.9 mEq/L) and olanzapine 20 mg/day. Olanzapine was gradually decreased and lithium carbonate was continued with only partial remission of obsessive-compulsive symptoms and mood stabilization.
After six months, intrusive and persistent thoughts and compulsive rituals increased prominently. Aripiprazole 10 mg/day was added to lithium carbonate and complete remission of bipolar and obsessive-compulsive symptoms for the following twelve months was reported.
Aripiprazole is the first approved atypical antipsychotic with a mechanism of action that exerts a partial agonism with high affinity at Dopamin D2 and Serotonin-5-HT1A receptors as well as an antagonism at Serotonin-5-HT2A receptors. Its peculiar pharmacodynamic profile might support a favorable influence on negative symptoms and cognitive dysfunctions in schizophrenic patients, managing acute mania and stabilization phases in BD, and in addition to SRIs in refractory OCD. 4 This case report describes the efficacy of aripiprazole augmentation to lithium carbonate also as maintenance therapy in BD-OCD.
The DSM explicitly produces overlapping clinical criteria for many diagnoses, especially mood and anxiety disorders, guaranteeing comorbidity in quite a different sense than in the medical meaning of the term as co-occurrence of independent diseases. Using DSM definition, it is unclear whether concomitant diagnoses actually reflect the presence of distinct clinical entities or refer to multiple manifestations of a single clinical entity.
On the contrary, in the hierarchical approach, advocated in classic European psychopathology, anxiety presentations, like OCD, are not diagnosed as separate conditions when co-occurring with mood presentations, like BD. In other words, OCD was not diagnosed unless BD was ruled out. If correct, as seems to be the case based on the available literature, OCD patients should be evaluated about family history for mood disorders and other evidence of bipolarity.
If most OCD symptoms are secondary to BD, then it may be that both groups of symptoms may respond to adequate mood stabilizer treatment. 5 Due to the risk of switching to mania in patients treated with SRIs, aripiprazole augmentation to mood stabilizers can be consider as an alternative treatment strategy in treatment-resistance comorbid patients. Addition of SRIs may be needed only in a minority of BD patients with refractory OCD. Benefit with other antipsychotics was also seen, although a few reports also exist of exacerbation of OC symptoms with neuroleptic agents.
To allow more definitive conclusions, prospective controlled studies are needed in this important diagnostic and clinical topic.
